Aim. The aim of this study was to explore the experiences of diagnosis and education for people living with Type 2 diabetes who have sub-optimal glycaemic control. Background. The increasing prevalence of Type 2 diabetes is a global concern. Many people have difficulty maintaining optimal glycaemic control with up to 50% having HbA1c levels higher than recommended. A range of factors that have been suggested as possibly contributing to this, however, little is known about how their experience of diagnosis, education and support to attempt to understand the context of their self-management practices. Design. A qualitative thematic analysis of interviews conducted with people with sub-optimal glycaemic control prior to their participation in an intervention study. Method. Thirty participants taking part in a psychosocial/educational intervention for people with sub-optimal glycaemic control were interviewed in 2012 before the intervention commenced. These interviews explored each participant's experience of the diagnosis and associated education. The interviews were transcribed and a thematic analysis was conducted. Findings. Almost all the participants had been shocked at receiving the diagnosis and felt it had been a moral indictment on their lifestyle. Many had been given the impression that they had a mild form of diabetes and most had been given very little information on self-management that they had found useful. Conclusion. The findings suggest that for the participants there was a considerable gap between the rhetoric of person-centred services and the reality of the experiences of diagnosis and education for the self-management of Type 2 diabetes.
Introduction
Effective management of diabetes is a fast-growing global problem. It is estimated that 285 million people worldwide have diabetes mellitus (Shaw et al. 2010) , 90% of whom have Type 2 diabetes mellitus (T2DM) (Zimmet et al. 2001) . Self-management is the usual treatment approach for this group and this usually requires lifestyle changes that include reducing refined carbohydrate and saturated fat intake, increased physical activity, weight loss, medication management and blood glucose monitoring (Henderson et al. 2014) .
In reality, many people living with diabetes are unable to maintain glycaemic control within the recommended levels (4-7%/20-53 mmol/mol) (Peyrot et al. 2005) . Strategies to address this pressing healthcare issue have been developed at global, national, local and practice level (Shaw et al. 2010 ) yet rates of sub-optimal glycaemic control continue to increase (Hoerger et al. 2008) . It has been estimated that 13% of adults in the USA are unable to maintain glycaemic control within the recommended levels (Ali et al. 2012) and only 35% have optimal glycaemic control (Koro et al. 2004) . A European study of people over 40 years with T2DM found that 37Á4% had HbA1c levels ≥7% (de Pablos-Velasco et al. 2014) .
These suboptimal levels can lead to higher levels of glycated haemoglobin and have been associated with increased rates of diabetic retinopathy, chronic kidney disease and cardiovascular disease (Ali et al. 2012) . Understanding what is happening for people with sub-optimal glycaemic control is important if future strategies and clinical interventions are to have any effect.
Background
The levels of inadequate glycaemic control are concerning given the physical and economic costs this has for patients, their families and health services. Managing diabetes is both time-consuming and burdensome and many people feel unable to successfully manage their T2DM because they feel overwhelmed by what they are expected to do and the time required to do this (Chlebowy et al. 2010) . The contemporary approach of promoting selfmanagement practices places a large and sometimes onerous healthcare responsibility on those with the diagnosis and their families. Lifestyle change is the primary selfmanagement strategy for managing T2DM yet many people find this difficult and may not understand why it is required (Inzucchi et al. 2012) . There is no well-established explanation for why some people have sub-optimal control although clinical inertia (Khunti et al. 2013) ; lack of family support (Mayberry & Osborn 2012) ; limited access to health care (Benoit et al. 2005) ; poor coping skills and perseverance (Savoca et al. 2004 ) and lifestyle choices (Schellenberg et al. 2013) ; have all been identified as possible contributing factors. Daly et al. (2009) have identified that both inadequacies in self-care behaviours and medical management contribute to sub-optimal control. Their study identified that the main barriers across most self-care behaviours were the cost of accessing health care and depression; in addition, these two variables were highly correlated. Better glycaemic control was found to be associated with better physician-patient communication. Despite the impact of suboptimal glycaemic control few studies have focused exclusively on the experiences of those with sub-optimal glycaemic control to better understand this in the context of their diagnosis and education.
Qualitative research provides the opportunity to identify and examine the issues people with sub-optimal glycaemic
Why is this research needed?
It is well-recognized that Type 2 diabetes is a growing global problem with serious health and economic consequences if optimal glycaemic control is not attained and maintained. Up to 50% of people with Type 2 diabetes do not maintain optimal HbA1c levels and there has been relatively little research into the context where this occurs.
What are the key findings?
Four themes were identified from the participants' interviews: the wake-up call, a moral indictment, its only Type 2 and no one tells me. Participants described feeling shocked and ashamed at receiving the diagnosis and receiving inadequate information and support to manage the condition.
How should these findings be used to influence policy/ practice/research/education?
Because people are often shocked and ashamed when they receive a diagnosis of Type 2 diabetes particular attention should be given to how and when they are given information to manage the condition. Generic health information on Type 2 diabetes may not be particularly helpful but a more individualized approach that identifies how people can make changes in the context of their particular life may be more effective for improving glycaemic control.
control experience when they are managing T2DM but there is a relative paucity of studies in this area. Some studies have examined the barriers and facilitators to management of Type 2 diabetes but have not targeted those with sub-optimal glycaemic control specifically (Fort et al. 2013 , Park & Wenzel 2013 , Jones et al. 2014 . Understanding experiences, beliefs, attitudes and behaviours is crucial to clinical care because these areas have a profound effect on health-seeking behaviour and adherence to treatment (Ritholz et al. 2011 ).
The study Aim
The aim of this study was to explore the experiences of diagnosis and education for people living with Type 2 diabetes who have sub-optimal glycaemic control.
Design
This qualitative study was embedded in a randomized controlled trial (RCT) and used semi-structured interviews to focus on the context of sub-optimal glycaemic control from the experiences of people with T2DM. The RCT was a three-arm intervention study: an education intervention, an education plus Acceptance and Commitment Therapy intervention or usual care. The primary outcome of the RCT was improvement in glycaemic control as measured by HbA1c. By interviewing participants after screening and prior to randomization, we hoped to identify what they knew about T2DM and what experiences might provide the context to their sub-optimal glycaemic control. The interviews were conducted throughout 2012.
Participants
Three hundred and three people responded to advertisements for the intervention study and were assessed for eligibility. Inclusion criteria were that participants were aged 18 years or over with a confirmed diagnosis of T2DM and HbA1c outside of the recommended range (4-7%, 20-53 mmol/mol) for 12 months or more. Persistent, suboptimal glycaemic control was defined as having at least two records of HbA1c > 7%, 53 mmol/mol, in the past 12-18 months, including HbA1c >7%, 53 mmol/mol on recruitment. Exclusion criteria were minimal but included participation in psychotherapy or participation in a diabetes education programme.
One hundred and seventy-two people met eligibility criteria with HbA1c levels that were confirmed through clinical and laboratory records. One hundred and eighteen participants completed baseline data collection. This qualitative study thematically analysed the data from the interviews of the first 10 participants randomized to each group (n = 30). While it is generally agreed that saturation is the usual determinate of sample size in qualitative research, there were pragmatic reasons associated with the requirement to identify a pre-determined sample size for both funding and ethics application requirements. This has been recognized by other authors, for example Glaser (1998) .
Data collection
Data were collected with semi-structured interviews that were all conducted by one author (VM by phone). The interviews were digitally recorded and then transcribed by an experienced audio-typist who had signed confidentiality agreements as per the Ethics protocol.
A semi-structured interview format was used by the interviewer:
• Tell me about when you were first diagnosed with T2DM.
• What was your response to the diagnosis?
• What do you know about T2DM?
• How has diabetes impacted on your life?
• How do you manage your condition?
The interviews lasted between 30 and 45 minutes with the interviewer encouraging each participant to explore each question/prompt in depth.
Ethical considerations
The research protocol was approved by the institutional research ethics committee where the study took place.
Data analysis
The thematic analysis was conducted according to the framework described by Braun and Clarke (2006) . One author (MC) conducted the close reading of the transcripts, generated the codes and clustered these into categories. These categories were then integrated into themes following discussion with the research team members. Once the themes were identified they were named, defined and described. This was followed by a process of illustrating each theme with relevant excerpts from the transcripts. A process of thematic verification involved another author (LW) examining the audit trail of codes, categories and themes in relation to the transcribed interview.
The final phase was a synthesis of themes. This involved exploring the relationship of the themes to each other and to the socio-cultural context where they emerged (Crowe et al. 2015) . It is at this point that the presentation of that the process shifted from a descriptive process to an interpretive process to identify meanings embedded across the data and what Braun and Clarke (2006) describe as making an argument in relation to the research question. See Table 1 for process of theme development.
Rigour
Processes for ensuring rigour were based on those described by Crowe et al. (2015) : credibility, transferability and dependability. Credibility relates to the way data were interpreted. Although qualitative research is an interpretive process, the interpretations may need to be substantiated and in this case, the interpretations were discussed with the full research team to ensure there was evidence to support the interpretations made. Transferability involves providing the reader with sufficient information for them to assess similarities or differences between the context, where the study was conducted and their own clinical practice setting. In these interviews, the participants who were taking part in an intervention to improve glycaemic control and their sub-optimal control had been validated with HbA1c blood tests. They were recruited from a range of sources but all had had recent GP contact for the blood tests to be processed. Their willingness to take part in the study suggests that they were reasonably motivated to make lifestyle changes. The context of data collection provides the reader with a context that would have influenced these particular findings. Dependability involves providing sufficient information on both the data collection and data analysis processes to enable the decision-making trail to be followed. In this case, we have provided a table that illustrates theme development and provided quotes from participants to illustrate the theme.
Findings
The participants consisted of 19 males and 11 females with an age range of 44-65 years (mean age 58 years). The mean years since diagnosis was 8Á9 years and the mean HbA1c was 8Á1 (range 7Á01-12Á2). The thematic analysis identified four themes: (1) the wake-up call; (2) moral indictment; (3) its only Type 2; and (4) no one tells me. These themes identify personal, social and healthcare influences on their management of T2DM. The wake-up call described the participants' responses to the initial diagnosis; the moral indictment reflects how participants experienced the social/cultural response to the diagnosis; its only Type 2 describes the way the diagnosis was minimized by the participants' general practitioners; and no one tells me describes the lack of support provided by primary care and other services. The sense of personal and social blame coupled with minimization of the diagnosis and a perceived lack of support/information from primary care providers suggests a fertile context for the development of sub-optimal glycaemic control. The numbers attached to each quote are the research identifiers for each participant.
The wake-up call
This theme describes participants' responses to learning of their diagnosis of T2DM. It encompasses the participants' feelings of shock and the identification of the diagnosis as another burden to bear. Most participants described a feeling of shock that they had experienced when they received the diagnosis:
Well I started having episodes where I was extremely thirsty just feeling lethargic, generally unwell and it sort of went on for a wee while . . . so I went to my GP and they did the 24 hour glucose tolerance test . . . to be honest it was a bit of a shock . . . I thought 'no' at first. It takes a bit to sink in and then you think 'oh this is a bit of a worry'. #63
The shock was often associated with a sense of the seriousness of having diabetes:
I said 'S*' to myself 'this is quite serious I really should listen to what they're actually saying' . . . it was a wakeup call to tell you the truth. #163
The shock that participants described was often associated with a sense that they had no idea that they were at risk of getting diabetes:
[I was] pretty stunned really, I you know, I'm probably like a lot of people just thought that it won't really happen to me. #94 Some participants cited examples of other people they knew who had T2DM and had suffered serious physical complications:
I wasn't very chuffed because you know it's quite a difficult thing to control, then it has serious impact if you don't control it, you know loss of limbs, blindness and all those sorts of things . . . it's stressful, you try not to worry about it, but you know when I've got friends of mine that have diabetes and one has just lost his leg and another one has just died and they were only Type 2 as well . . . #45
For others knowing other people with the diagnosis provided a resource or example of how they could cope with the diagnosis:
Oh I was devastated at the time I thought 'oh my god' you know, but it's not as bad as I thought. My daughter's coped with it really well so you know I just thought well I can too. #15
For most, the shock was associated with their perception of diabetes as a disease associated with aging or another burden to bear.
Oh [I was] shocked, relieved to have an answer to why I was so tired. . . . You know it was just another burden to bear. #126 I thought well most of the people I know who have got diabetes are huge, they either get their limbs cut off somewhere along the line so I was really worried. #210
[It was] a bit of a kick in the guts really you know, I suppose you think of say it's an old person's disease as it were and you know something else that you had to go through life worrying about. #128 I actually thought it was serious, like something that you get as you get older and you put on weight or something like that, but I've never been really overweight anyway. #15
The sense of shock that most participants experienced was generally associated with their preconceptions of the risk factors associated with T2DM and the type of people who were likely to have the disease.
Moral indictment
The 'moral indictment' theme was associated with the participants' preconceptions of people who have diabetes. When they received the diagnosis they experienced it as a sense of blame related to their lifestyles -that they had lived a lifestyle that produced T2DM. Many participants associated the diagnosis with obesity, poor self-care or laziness: The diagnosis was regarded by some as a judgment on the type of life they had lived and that there was a 'right' and 'healthy' way to live: This is going to teach me to live healthily anyway because all it is living how we should be living. #105
Another participant expressed frustration and helplessness that even if you lived the right sort of lifestyle it was still possible to get T2DM:
You know he had nothing, he ate properly, he walked every day, he did everything the doctor said and he still got Type 2 diabetes.
. . . I felt there wasn't really much I could do [if it affected others who lead healthy lifestyle]. #107
Although many participants' perceptions of T2DM were frequently associated with self-blame for the life they had lived, some did recognise that living the 'right' lifestyle was not a guarantee against receiving the diagnosis.
It is only Type 2
The next theme 'It's only Type 2' reflected how most participants had downplayed the diagnosis. Most seemed to have based this on the information they received from their GPs:
The doctor said to me that we will test you and see how you are getting on and he came back and said 'well it looks like you have got a very mild case of diabetes'. #123
Other participants seemed to have inferred that it was not serious from their GPs' responses:
Just a few months ago he got stuck into me about it all but prior to that he really hadn't been taking a hell of a lot of interest in it . . . it's fairly mild and type 2 and I thought oh well I've only got type 2 you know what I mean it's not that bad and I really didn't take a hell of a lot of notice. #163 Some participants described that by thinking of it as mild or only Type 2 it helped them cope with the diagnosis: I can think I have diabetes which I'm not that comfortable with, or I am a Type 2 diabetic which I am better with, I don't know why I think like that. #99
Because it was only type 2 diabetes so I wasn't really worrying about it that much. . . . Oh it hasn't really affected my life at all really, yeah just that I've got to take medication for it that's al.
#91
This theme minimized T2DM and was used by both GPs and participants to downplay the gravity of the diagnosis. It reflected both misinformation and a coping mechanism used by participants.
No one tells me
This theme describes the lack of information and support perceived by the participants. It captures the sense of being at a loss about what to do in relation to managing their T2DM. Most participants described inadequate information and support provided by the primary care services available to them. Some participants thought the problem lay with GPs not having adequate knowledge:
I personally don't think people in the medical profession understand. Not all of them understand it. #153
Others described how difficult it was to access the services that were available to them: Others found the information provided was not personalised and was not useful in the context of their lives:
I don't go to a GP. To me they're reasonably impersonal but I think if there was someone who gave me like a regime on, a realistic regime on eating and exercising I think that would help. I think what was discouraging was from day one that they were sort of telling me 'oh you only have you know sort of eat one sandwich at lunchtime' and all that. I had a hard physical job so that was nowhere near enough to sustain me and I found it was unrealistic to be able to have you know a couple pieces of lettuce and tomato and that would be it for lunch. #106
One participant described how the only information they had received was via pamphlets but this was not helpful:
No he [GP] has not talked about it. He's been giving me pamphlets but you read one, you read them all. #188
This theme highlights a significant shortfall in the availability of information and support provided to the participants by GPs and other primary care services. This is not to say that information was not provided but it suggests it was not information that participants remembered, found relevant to their lives or were able to integrate into their lives. Most participants wanted information and this was the reason they wanted to participate in the study.
Discussion
The participants in this qualitative study were mostly middle-aged men (63%) a group not easily accessed for clinical studies. From our findings, it appears that the experiences of diagnosis and education for T2DM for these participants with sub-optimal glycaemic control was influenced by personal, social and primary care responses to the diagnosis of T2DM. We found that most participants had experienced shock at receiving the diagnosis and many found it was a moral indictment on their lifestyle. Almost all of the participants were unaware of the potential physical impact of T2DM and most had minimized the diagnosis as a 'mild' form of diabetes. It was notable throughout all the interviews that their GPs had played a main role in minimizing the seriousness of T2DM and had provided participants with very little useful information. Participants found generic information unhelpful and difficult to apply to their management of diabetes.
There has been very little research into the context of sub-optimal glycaemic control and our study has contributed knowledge about how people who go on to have sub-optimal glycaemic control experience diagnosis and education. The exploration of these experiences gives some context to why people with T2DM may not be managing their glycaemic levels and suggests there may be clinical factors associated with the process of diagnosis and education that may be contributing to this study.
The sense of shock that our participants experienced on receiving a diagnosis of T2DM has also been reported by Beeney et al. (1996) who found that over half of respondents (the level of glycaemic control was unknown) that they surveyed reported strong emotional reactions at the time of diagnosis, including anxiety, shock and anger. Other studies have identified that people with T2DM frequently experience difficulties making lifestyle changes, which has been attributed to a lack of recognition of the risks associated with diabetes (Henderson et al. 2014) . Dietrich (1996) found that the doctor's attitude at the time of diagnosis was critical in patients' attitudes about the seriousness of diabetes and subsequent self-management behaviour. If the doctor downplayed the seriousness of T2DM, it was perceived as less serious by the patient. This may be a contributing factor to the 'It's only Type 2' theme. Many participants remembered being told by the GP that they had a mild form of diabetes or that T2DM was a mild form of diabetes. The consequence of this may be that if participants think it is 'mild' they may see less need to make lifestyle changes. This in combination with a lack of adequate support/information may have been an important contributor to their sub-optimal glycaemic control. It has been well-documented that poor patient-provider communication is associated with poor treatment adherence (Ciechanowski et al. 2001 , Aikens et al. 2005 , Matthews et al. 2009 , Nam et al. 2011 .
The stigma associated with T2DM described by our participants has also been highlighted by other authors. Browne et al. (2013) , identified that health professionals and the media were involved in promoting fear, blame and disgust related to negative stereotypes of people with T2DM as being unhealthy, fat, lacking control, lazy, dirty and a drain on societal resources. These stigmatising attributes are promoted by a construction of T2DM, where the individual is regarded as solely responsible for their disease because of an unhealthy lifestyle (Browne et al. 2011 ). As our sample was mostly men there may also have been the associated self-stigma of diabetes as a sign of weakness. Mathew et al. (2012) have identified that men may perceive diabetes as a threat to their masculine identity and tend to be reluctant to let people know about it. As a consequence of keeping it private they were less likely to observe nutrition recommendations in social settings. Self-stigma occurs when people agree with and internalize negative stereotypes. Beverly et al. (2012) found that many patients with T2DM feel responsible and guilty and blamed themselves for sub-optimal glycaemic control. This self-blame can serve as a barrier to effective access of healthcare services.
The need for information that was relevant to the participant's life was the most pervasive theme identified in the participants' transcripts. This is probably not surprising as these were people who had agreed to take part in psychosocial and educational interventions for T2DM. However, it has been well-established in a systematic review of studies examining the factors that influence the ability to selfmanage diabetes (Wilkinson et al. 2014 ) that individuals and their significant others require appropriate, consistent, understandable and specific education to facilitate self-care. This needed to be supported with continuity of care from someone who knew them, sufficient time to discuss issues and person-centred rather than paternalistic treatment. These conditions that promote effective self-management of T2DM were not apparent from our participants' experiences. Nagelkerk et al. (2006) identified that the most effective strategy for facilitating improved self-management was the development of a collaborative relationship with the healthcare provider. A collaborative relationship alongside educational and support resources may be an effective response to one of the major difficulties in self-management identified by patients -changing lifestyle habits that are wellestablished and integrating new habits into their lifestyle (Booth et al. 2013) . The National Standards for Diabetes Self-management Education and Support (Haas et al. 2013) have identified that for people with T2DM to successfully self-manage their condition they need to be provided with information on core topics that have demonstrated successful outcomes, education and support needs to be individualized to each participant's needs, individualized ongoing support needs to be provided and their needs to be regular evaluation of achievement of goals.
Limitations
This qualitative study involved participants with suboptimal glycaemic control who had chosen to take part in an intervention to improve this. They may be different to other groups of people with sub-optimal control. Our participants were predominantly male which may have provided a gender bias in responses. Many qualitative study participants are predominantly female, so this study did provide an opportunity for males to voice their experiences. The mean age of the participants was 58 years and the number of years since diagnosis was 8.9, so it was a predominantly middle-aged group who may have had different experiences to other age groups.
While it is common practice to conduct face-to-face interviews for qualitative research and there may be some limitations to the data collected, there is evidence that telephone interviews are of similar quality (Sturges & Hanrahan 2004) . The qualitative study was conducted in one city in New Zealand in 2012, the year after a significant earthquake. The timing and geographical location of this study may have introduced a specific context to the study although participants' sub-optimal glycaemic control had been identified prior to the earthquake.
Conclusion
The findings suggest that for the participants, there was a considerable gap between the rhetoric of person-centred services and the reality of the experiences of diagnosis and education for Type 2 diabetes. The self-management practices of people with T2DM are shaped by a public health construction of T2DM as a lifestyle disease for which the person is wholly responsible and a lack of meaningful information and support from primary care.
In the New Zealand context to this study, the Ministry of Health (responsible for funding and delivery of primary care services for T2DM) advocates the need for peoplecentred services, achieving effective self-management, improving the quality of care, providing integrated care and providing health care informed by evidence (Ministry of Health 2015) . This is a laudable policy that needs to be resourced in practice settings. Primary care practices need to evaluate their current processes for diagnosis and education about T2DM to ensure they are people-centred. This needs to be supported by research into the best way of achieving person-centred care and models of care delivery that best meet the needs for education that is relevant to the person's lifestyle. For the participants in this study, the primary healthcare services available to them were inadequate and could be regarded as contributing to their problems with glycaemic control.
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